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STATE PLAN UNDER TITLE XiX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1B
STATE COMMONWEALTH OF PENNSYLVANIA Page 4f
DESCRIPTIONS OF LIMITATIONS

SERVICE : LIMITATIONS

Dental Services Limitations on payment — Limited to all medically necessary dental
services for recipients eligible for EPSDT services.

Limitations on payment — The following limits apply to payment for
compensable services:

(1) Orthodontic services required to treat acute dental problems
or prevent irreversible damage to the teeth or supporting
structures.

(2) Maximum allowance for any combination of dental
radiographs per patient per dentist per year is $69.00.

(3) Payment for an initial oral examination is limited to one (1) per
patient per dentist.

(4) Payment for a periodic oral examination is limited to one (1)
per 180 days.

(5) Payment for intraoral radiography, complete series, including
bitewinge, is limited to one (1) per five (5) years.

(6) Payment for panoramic-maxilla or mandible, single film is
limited to one (1) per five (5) years.

(7) Payment for dental prophylaxis is limited to one (1) per 180
days.

(8) Payment for space maintainers is limited to one (1) per
quadrant.

(9) Prior authorization is required for orthodontia, complete and
partial dentures, space maintainers, crowns, extraction of more
than one tooth in preparation of the insertion of a prosthetic device
the extraction of six or more teeth during one visit or one period of
hospitalization and all surgical extractions.

(10) The maximum allowable payment to a dentist for outpatient
surgical procedures per recipient per day is $500.00.

(11) The maximum allowable payment to a dentist per recipient
per hospitalization is $1000.00.

(12) Payment for two or more surgical procedures performed by
the same dentist is limited to 100% of the allowable fee for the
highest paying procedure and 25% of the second highest paying
procedure.

TN# 01-003

Supersedes -
TN# 99-015 Approval Date MAY 3 Zﬂm Effective _January 1, 2001




STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1A
STATE COMMONWEALTH OF PENNSYLVANIA Page 4g
DESCRIPTIONS OF LIMITATIONS

SERVICE LIMITATIONS

10. Dental Services Limitations on payment — The following limits apply to payment for
compensable services for recipients under 21 years of age.

(1) Orthodontic services required to treat acute dental problems
or prevent irreversible damage to the teeth or supporting
structures.

(2) Maximum allowance for any combination of dental
radiographs per patient per dentist per year is $69.00.

(3) Payment for an initial orai examination is limited to one per
patient per dentist.

(4) Payment for a periodic oral examination is limited to one per
180 days.

(5) Payment for intraoral radiography, complete series, including
bitewings, is limited to one per five years.

(6) Payment for panoramic-maxilla or mandible, single film is
limited to one per five years.

(7) Payment for dental prophylaxis is limited to one per 180 days.
(8) Payment for space maintainers is limited to one per quadrant.

(9) Prior authorization is required for orthodontia, complete and
partial dentures, space maintainers, crowns, extraction of more
than one tooth in preparation for the insertion of a prosthetic
device, the extraction of six or more teeth during one visit or one
period of hospitalization and all surgical extractions.

(10) The maximum ailowable payment to a dentist for outpatient
surgical procedures per recipient per day is $500.00.

(11) The maximum allowable payment to a dentist per recipient
per hospitalization is $1,000.00.

(12) Payment for two or more surgical procedures performed by
the same dentist is limited to 100% of the allowable fee for the
highest paying procedure and 25% of the second highest paying
procedure.

TN# 01-003
Supersedes
TN# 99-015 Approval Date MAY 3 2081 Effective _January 1, 2001




STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1A
STATE COMMONWEALTH OF PENNSYLVANIA Page 4h
DESCRIPTIONS OF LIMITATIONS

SERVICE LIMITATIONS

10. Dental Services (continued) Limitations on payment — The following limits apply to payment for
compensable services for recipients 21 years of age and older.

(1) Payment for oral examination is limited to one per 365 days.
(2) Payment for dental prophylaxis is limited to one per 365 days.
(3) Payment for root canal requires a post-operative review.

(4) Payment for crown coverage is limited to one crown per tooth
per six years.

(5) Payment for denture relines, either full or partial, is limited to
one per arch, every two years.

(6) The maximum allowance for any combination of dental
radiographs per patient per dentist per year is $69.00.

(7) Payment for panoramic-maxilla or mandible, single file is
limited to one per five years.

(8) Prior authorization is required for complete and partial
dentures, crowns and the extraction of six or more teeth during
one visit or one period of hospitalization and all surgical
extractions.

(9) The maximum allowable payment to a dentist for outpatient
surgical procedures per recipient per day is $500.00.

(10) The maximum allowable payment to a dentist per recipient
per hospitalization is $1,000.00.

(11) Payment for two or more surgicai procedures performed by
the same dentist is limited to 100% of the allowable fee for the
highest paying procedure and 25% of the second highest paying
procedure.

TN# 01-003
Supersedes
MRV 0 90N .
TN# 99-015 Approval Date . b 21,4_ i Effective January 1, 2001




